MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENYT OF PUBLIC. HEALTH AND WELFAR 1003 Sogsﬁs‘srpmhaugggz*
DO NOT WRITE NDED Rgg“fr.p Pr_ri&%_ rlmary ‘Registiation District No. ._Ranllﬂ‘lr'l No. ___

ON THIS STUB

1. PLACE OF DEATH .. 2. USUAL RESIDENCE (Whare deceased lived. |f institution: Residence before
a. COUNTY . a. STATE mssour'ib. COUNTY admission)
b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b & CITY

VS 300
Rev. 4/59

lnside Limits

TOWN St. louis 23 days oW St, Louis Yagl NoD)

¢. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET {I¥ cutside, giva. lozation) Reside on Farm
HOSPITAL OR ADDRESS

INSTITUTION ) Paul Hospital Yesgel Ne [ 1539 Gie-ﬂiki ng Lane : Yes [J Noggl
3. gME 0: ?E}CEASED First Middle: Last - 4. D0A|'=I'E Month: Day Yoar
ype or prin -
Harry G Twellmans DEATH - - Mgy 9

T 5 SEX 6. COLOR OR RACE 7. Morried [J Never Married J) [8. DATE OF BIRTH | 9- AGE ({last birthday) | IF UNDER | YEAR IF UNDER 24 HR
" e Morths |  Days Hours Min.

—

TE AMENDED

Wid d Divarced 3
male white idowed O | 3=4=1890 : .
10a. USUAL OCCUPATION (Giva I:lnd of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
duri g moyt of working I|fe aven i retired) O .
Sup (Foti red) Foster Brothers | gt, Louis, Migsouri |

13a. FATHER‘S NAME Mg MBthEr's MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

John Herry Twellmann Johanna Landwehr never married

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14, SOCIAI SECURITY NO. | 17. INFORMANT Address

{Yas, no, or unknown}[ (if yes, give war or dates:of mvi
o | Miss Mamie Twellman, ]§39 Giesemq Lane
18. CAUSE OF DEATH (Enter only.one cause per line Tor (3], [B), and'[cl- INTERVAL BETWEEN
PART |I. [DEATH WAS CAUSED BY: ‘_ A ONSET AND DEATH

IMMEDIATE CAUSE (o] - 2 4

Conditions, 1f nny. . DUE TO (b} W‘-’ WM-’VW d ¥

which gave risa 1o 4

above cause (a),

stating the under- #

lying cause last: DUE ‘I’O {e) -

PART IL. OTHER SIGNIFICANT CONDITIONS CONTRIBU\'ING TQ DEATH but not related #o the terminal PART 1. if deceased war female was
disease condition given in PART | {2) ) there a preguancy in last 90 days.

+ . .

“ -y . II:lYesT[:INo IEIUnImcwn
I9 WAS AUTOPSY Mn. ACCIDENT. SUICIDE HOMICIDE < 20h. DESCRIBE HOW [NJURY, OCCURRED {Enter naturg of injury in PART | or PART 1 of item 18.}
PERFORMED? B = AR v A = | : .
YES' I:I NCl ;
20c. TIME OF Houf, Month, Day, Year
INJUEY &M, . . .
_p-m- . . . .

20e. PLACE OF INJURY (e.q., in or about-home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
20d. wdﬂ%vﬁ?c\ﬁggg% farm, factory, street, office bidg., etc.) .
- NOT WHILE AT WORK []

21, | anended the doccased fror nd lat? saw hin o live on_hﬁ_t_géi
it ( l" m on theldate stated sbove, and to the best of my knOWIedge frofesthe causes stated

Death occurred at.

SIGNATURE ' P (Degm ’ Ilth ,0 22b. ADDR 7/ M /{/L ATE ggm
< /) ) Z’W % g /A

73a. BURIAL, CREMATION, ; / F3c. NAME OF CEMETERY OR CREMATI 23d. LOCATION (c.ry, 1aﬂn, or county} 7 (Stard)
REMOVAL (Spacify} )
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MEDICAL CERTIFICATION

USE BLACK. INK
OR
TYPEWRITER RIBBON

SHOULD READ

_Removal M ayw Bethleh
ﬁpﬁ“%ﬂ'ﬁgﬁn Son, Inc., 168 E. Fair Ave

ato— LOLL A M3 35619

BY AFFIDAVIT OF

TTEM NO.




[

.- ,!.-.!'

MY 1
e d
A B

STATEMENT BY LICENSED EMBALMER. .

1 hereby cerfify that the body ‘whose name is recorded on the reverse side of this cerfificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student.
. Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER |n hls OWN HANDWRITING (Failure to comply

with the above constitutes grounds for revocation of’ license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.

. 1‘1




